tant issue in terms of the adoption of HALS. I feel HALS is very beneficial for some difficult cases of a right colectomy. Because of this, HALS is more difficult to standardize than SLS. The most important reason is that the location of the hand-port is mainly influenced by the operator's dominant hand: right-handed or lefthanded. According to the operator's dominant hand, the locations of the hand-and the camera-port placements are different. For surgeons who are ambidexterous, HALS can be more easily adopted and may be a more powerful instrument than for the surgeons who have one dominant hand. Ballantyne and Leahy [3] mentioned that HALS is an adjunct and a bridge towards total laparoscopic surgery. However, my idea is something different from that. HALS seems not to be an adjunct or bridge towards SLS, but to be a unique type of surgery that has its own surgical indications, including bulky cancer, adhesion, ileus, and the need for time-consuming surgery like a total colectomy or a total proctocolectomy.
Nowadays, young surgeons are very confused about what kind of surgery should be performed for a colectomy. Of course, young surgeons are very attracted to operations needing smaller incisions, like single-port surgery. In this era, surgeons should strictly evaluate their surgical abilities and the characteristics of both the tumor and the patient. Is the surgery for the surgeon's benefit or for the patient's? Sometimes, surgeons easily decide to employ their preferred type of surgery. In spite of that tendency, surgeons should absolutely focus on the characteristics of the tumor and the patient: tumor size, adhesion, ileus, invasion to adjacent organs, and obesity. Even to experienced laparoscopic surgeons, laparoscopic colectomies for obese patients are generally difficult to perform. Heneghan et al. [4] compared HALS and SLS performed on obese patients (body mass index > 30 kg/m 2 ). They showed that the length of stay and the morbidity and mortality rates were comparable between the two groups. However, conversions to open surgery occurred less often in HALS than in SLS (3.5% vs 12.7%, P = 0.014). Therefore, HALS may be an important option for a colectomy in obese patients.
Conclusively, HALS seems to be a unique genre of minimally invasive surgery that, in some cases, can be performed instead of SLS and open surgery. Adoption of minimally invasive surgery The paradigm of minimally invasive surgery is rapidly changing. Many surgeons feel attracted to smaller incisions, so surgery with smaller incisions is becoming the preference of many surgeons. Therefore, some surgeons are drawn to laparoscopic or robotic single-port surgery. When this is considered, hand-assisted laparoscopic surgery (HALS) seems to be unattractive because it needs a longer incision than single-port surgery and standard laparoscopic surgery (SLS). Much debate exists about the identity of HALS in terms of minimally invasive surgery. Many surgeons deny that HALS is minimally invasive surgery while some surgeons prefer to perform HALS. I think that the most important reason many surgeons deny HALS as being minimally invasive surgery is the lack of clinical experience with HALS in colectomies. Targarona et al. [1] reported a prospective randomized trial comparing SLS and HALS in colectomies. HALS was associated with a significantly greater increase in C-reactive protein (CRP) and interleukin-6 than SLS. However, the postoperative clinical outcomes were similar for the two procedures. In my personal experience, HALS has a nearly similar postoperative clinical course as SLS except that HALS has more pain at the main incision for the hand-port placement.
Samalavicius et al. [2] did not use HALS for a right hemicolectomy because they did not see much advantage because anastomosis was performed extracorporeally. To surgeons who perform HALS, this decision is generally unusual, so that decision was possibly the authors' preference. Whether anastomosis is done intracorporeally or extracorporeally does not seem to be an impor-
